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THE VALUE OF YOUR HEALTH BENEFIT PLAN

This document is a description of the JACKSON COUNTY GOVERNMENT Group Health Benefit
Plan (the Plan). No oral interpretations can change this Plan.

This Group Health Plan believes this Plan is a “Grandfathered Health Plan” under the Affordable Care
Act. As permitted by the Affordable Care Act, a Grandfathered Health Plan can preserve certain basic
health coverage that was already in effect when that law was enacted. Being a Grandfathered Health
Plan means that your Plan may not include certain consumer protections of the Affordable Care Act that
apply to other Plans, for example, the requirement for the provision of preventive health services
without any cost sharing. However, Grandfathered Health Plans must comply with certain other
consumer protections in the Affordable Care Act, for example, the elimination of lifetime limits on
benefits. Questions regarding which protections apply and which protections do not apply to a
Grandfathered Health Plan and what might cause a Plan to change from Grandfathered Health Plan
status can be directed to the Plan Administrator at the contact information listed in the General Plan
Information Section. You may also contact the U.S. Department of Health and Human Services at
www.healthreform.gov.

This Health Benefit Plan provides you and your family with important protection against financial
hardship that often accompanies illness or injury. It has been carefully designed to provide excellent
medical, dental, and vision benefits and offers financial incentives if you seek the most efficient quality
health care services available. The Company provides the Health Benefit Plan for you and your family.

Coverage under the Plan will take effect for you and your eligible Dependents when you and such
Dependents satisfy the waiting period and all eligibility requirements of the Plan.

The Company fully intends to maintain this Plan indefinitely. However, it reserves the right to terminate,
suspend, discontinue or amend the Plan at any time and for any reason.

Changes in the Plan may occur in any or all parts of the Plan including benefit coverage, deductibles,
maximums, co- payments, exclusions, limitations, definitions, eligibility and the like.

The Plan will pay benefits only for the expenses incurred while this coverage is in force. No benefits are
payable for expenses incurred before coverage began or after coverage terminated, even if the expenses
were incurred as a result of an accident, injury or disease that occurred, began, or existed while coverage
was in force. An expense for a service or supply is incurred on the date the service or supply is
furnished.

If the Plan is terminated, the rights of Covered Persons are limited to covered charges incurred before
termination. This document summarizes the Plan rights and benefits for covered Employees and their
Dependents, explaining:

+ How you become eligible to participate,

+ What benefits are available to you and your family, and

¢+ How the Plan is administered.


http://www.healthreform.gov/

We hope you'll take the time to review your benefit coverage from JACKSON COUNTY

GOVERNMENT and share with your family ways to do your part to make the health care system work
cost effectively and efficiently for you.

Please contact your Human Resources Department and/or Claims Administrator should you have any
questions regarding your Plan.



SCHEDULE OF BENEFITS

DEDUCTIBLE/OUT-OF-POCKET/PENALTIES

SUMMARY OF TIER | PROVIDERS TIER Il PROVIDERS TIER 11l PROVIDERS
Mandatory Hospital Pre-Admission And Pre-Surgical Review Refer To The Section below and the section Entitled “Utilization Review
Program”

Non-Compliance Penalty 50% Up to $1,000

See list of services subject to Penalty in Utilization Review Section

Lifetime Maximum Benefit Unlimited

Annual Maximum $5,000,000

Calendar Year Deductible | |
Individual $1,000
Family $3,000

Note: The Family Maximum includes covered expenses which are used to satisfy Deductibles for all family members combined.

Out-of-Pocket Maximum
(in excess of Deductible)
Individual $1,000 $3,000
Family $3,000 $6,000

Note: The Family Out-of-Pocket Maximum includes Out-of-Pocket expenses for all family members combined.

Tier I, Tier Il and Tier lll expenses will be applied equally toward the satisfaction of both the Tier I, Tier Il and Tier Ill
Out -of-Pocket Maximums.

Co-payments continue to be the responsibility of the Covered Person.

Prior to receiving treatment for any of the services listed below, please contact the Utilization Review Manager as
shown on your ID card. You must call at least 72 hours prior to an elective procedure or admission and no later than
72 hours after an emergency procedure or admission. Failure to obtain pre-certification may result in a reduction of
benefits as stated above.

All Hospitalizations

Transplant Services (including transplant evaluation)
Inpatient Rehabilitation Facility Stays

All Substance Abuse Treatment

All Mental Disorder Treatment

Skilled Nursing Facility Stays

Home Health Care

Hospice Care

Physical Therapy (PT)

Dialysis

Speech Therapy (ST)

Occupational Therapy (OT)

Cardiac Rehabilitation Therapy

Outpatient Surgery

Chemotherapy & Radiation Therapy

Durable Medical Equipment Costing Over $500
Pre-natal and Maternity Care

MRI & CT Scans



SPECIAL COVERAGES
Refer to Specific Section for Details

SUMMARY OF SERVICES

TIER I PROVIDERS TIER 11 PROVIDERS

TIER 111 PROVIDERS

Second Surgical Opinion “When
Required By Utilization Review”.

100% After $20 Co-pay 100% After $20 Co-pay

60% Deductible Applies

Preventive Care, including, but not
limited to: routine office visits and
related laboratory charges,
immunizations*, school and sport
physicals and TB skin tests. (NOTE:
also see below for separate routine
preventive benefits.)

*Flu shots are covered ONLY when
administered at Jackson County
Health Department.

100% after $20 co-pay — Preventive Care services shown to the left are
subject to $300 maximum benefit payable. Once $300 is
met, remaining charges apply to deductible and co-
insurance.

$300 maximum does not apply to Routine Pap Smear (and
related charges), Routine PSA (and related charges), Routine Colorectal

Cancer Screening (and related charges), and Mammograms (and related
charges)

60% Deductible Applies

Routine Pap Smear, related exam
and charaes

100% After $20 Co-pay 100% After $20 Co-pay

60% Deductible Applies

Routine PSA, related exam and
charges, age 40 and older

100% After $20 Co-pay 100% After $20 Co-pay

60% Deductible Applies

Routine Colorectal Cancer
Screening , related exam and
charges, age 50 and older

100% After $20 Co-pay 100% After $20 Co-pay

60% Deductible Applies

All Mammogram, Breast Ultrasound,
related exam and charges

100% No Deductible 100% No Deductible

100% No Deductible

A baseline mammogram for women age 35-39 years of age
An annual mammogram for women age 40 and older
A mammaogram at the age and intervals considered Medically Necessary by the woman’s health care
provider for women under age 40 and having a family history of breast cancer, prior personal history of

breast cancer or other risk factors.

Wigs due to
Chemotherapy/Radiation Therapy

90% Deductible Applies

60% Deductible Applies

Wigs Lifetime Maximum - $500

Diabetic Self-Management
Training

90% Deductible Applies 90% Deductible Applies

60% Deductible Applies

Diabetes Self-Management Training limited to

3 visits after the initial diagnosis Limited to
visits after a change in the condition.

2

Charges for the diagnosis and
treatment of Autism Spectrum
Disorder

Benefits are based on place/type
of service

Benefits are based on place/type of
service

Benefits are based on place/type of
service

Transplant Travel Expenses Only

100% No Deductible

Lifetime maximum of $10,000 for the patient and one travel companion (refer to the transplant travel

section of the policy)




PHYSICIAN AND OFFICE SERVICES

SUMMARY OF SERVICES

TIER | PROVIDERS

TIER Il PROVIDERS

TIER 111 PROVIDERS

Office Visits

100% After $20 Co-pay

100% After $20 Co-pay

60% Deductible Applies

Surgeon

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Diagnostic X-Ray & Lab — with
or without office visit charge

100% No Deductible

100% No Deductible

60% Deductible Applies

Independent Lab, Radiologist
& Pathologist

100% No Deductible

100% No Deductible

*60% Deductible Applies

*Services performed by a Tier 111 P

rovider which the patient did not have the option to choose, which

relate to Tier I/Tier 11 Services will be payable at the Tier I/Tier Il rate.

Allergy Injections

100% After $20 Co-pay

100% After $20 Co-pay

60% Deductible Applies

Allergy Testing

100% After $20 Co-pay

100% After $20 Co-pay

60% Deductible Applies

Chemotherapy

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Occupational & Speech Therapy

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Physical ~ Therapy  (including
preventive physical therapy for
multiple sclerosis)

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies
maximum benefit paid $20 per
visit

Physical Therapy Calendar Year Maximum — 24 Visits

Chiropractic Services

Office Visits

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Manipulations/Physical
Therapy

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

X-Rays

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

combined

Chiropractic Calendar Year Maximum — 10 Visits for all services

Podiatric Services

Office Visits 100% After $20 Co-pay 100% After $20 Co-pay 60% Deductible Applies
Surgery 90% Deductible Applies 90% Deductible Applies 60% Deductible Applies
X-Ray & Lab 100% No Deductible 100% No Deductible 60% Deductible Applies
Orthotics Not Covered Not Covered Not Covered

Infertility Services

Initial Diagnostic Testing

Benefits are based on the place of

Benefits are based on the place of

Benefits are based on the place of

service service service
Infertility Treatment Benefits are based on the place of Benefits are based on the place of Benefits are based on the place of
service service service

TMJ Care

No Coverage

No Coverage

No Coverage

Other Covered Services

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies




OUTPATIENT HOSPITAL & AMBULATORY SURGICAL CENTER

SUMMARY OF SERVICES

TIER | PROVIDERS

TIER Il PROVIDERS

TIER Il PROVIDERS

Emergency Room

Emergency

100% After $50 Co-pay

100% After $50 Co-pay

100% After $50 Co-pay

Non-Emergency

100% After $50 Co-pay

100% After $50 Co-pay

100% After $50 Co-pay

Diagnostic X-Ray & Lab

100% No Deductible

100% No Deductible

60% Deductible Applies

Pre-Admission Testing

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Surgeon

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Occupational & Speech Therapy

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Physical ~ Therapy  (including
preventive physical therapy for
multiple sclerosis)

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies
maximum benefit paid $20 per
visit

Physical

Therapy Calendar Year Maximum —

24 Visits

Chemotherapy & Radiation
Therapy

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Assistant Surgeon,
Anesthesiologist, Pathologist,
Radiologist & Consulting
Physician

90% Deductible Applies

90% Deductible Applies

*60% Deductible Applies

*Services performed by a Tier 11 P

rovider which the patient did not have the option to choose, which relate
To Tier I/Tier 11 Services will be payable at the Tier I/Tier 1l rate.

Other Covered Services

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

INPATIENT HOSPITAL

SUMMARY OF SERVICES

TIER I PROVIDERS

TIER 11 PROVIDERS

TIER 111 PROVIDERS

Facility

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Room, Board & Miscellaneous

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Nursery

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Baby & Mother’s Charges Will Be Combi

ned

Diagnostic X-Ray & Lab

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Surgeon

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Physician Visits

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Private Duty Nursing

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Assistant Surgeon,
Anesthesiologist, Radiologist,
Pathologist & Consulting
Physician

90% Deductible Applies

90% Deductible Applies

*60% Deductible Applies

*Services performed by a Tier 11 P

To Tier I/Tier 11 Services will be payable at the Tier I/T

rovider which the patient did not have the option to choose, which relate

ier 11 rate.

Other Covered Services

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies




OTHER COVERED SERVICES

SUMMARY OF

TIER | PROVIDERS

TIER Il PROVIDERS

TIER 111 PROVIDERS

Extended Care Facility

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Extended Care Facility Convalescent Period Maximum — 100 Days

Home Health Care

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Home Health Care Calendar Year Maximum —100 Visits

Hospice Care

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Bereavement Counseling

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Bereave

ment Counseling Individual Maximum -$200

Social Services

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Social Services Lifetime Maximum - $300

service is used, 100% after a $100 co-pay

Respite Care 90% Deductible Applies 90% Deductible Applies 60% Deductible Applies
Respite Care Limited to 5 days in any 30 day period
Ambulance 90% Tier I/Tier 1l Deductible and Out-of-Pocket Applies. NOTE: When the Jackson County Ambulance

Durable Medical Equipment

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Limited to the lesser of the purchase price or the total anticipated rental charges

Prosthetic Appliances

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Includes replacements which are medically necessary or required by pathological change or normal growth

PSYCHIATRIC & SUBSTANCE ABUSE CARE

SUMMARY OF SERVICES

TIER I PROVIDERS

TIER 11 PROVIDERS

TIER 111 PROVIDERS

Inpatient Care

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Outpatient Care

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Physician Visits 100% After $20 Co-pay 100% After $20 Co-pay 60% Deductible Applies
SERIOUS PSYCHIATRIC CARE
SUMMARY OF TIER | PROVIDERS TIER 1l PROVIDERS TIER 111 PROVIDERS

Inpatient Care

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Outpatient Care

90% Deductible Applies

90% Deductible Applies

60% Deductible Applies

Physician Visits

100% After $20 Co-pay

100% After $20 Co-pay

60% Deductible Applies

Remember, certain services require pre-certification through Utilization Review Management. Please refer to the Utilization
Review Section of the Document for further details or see the back of your I.D. Card.

Expenses Related To Satisfaction Of The Individual Or Family Deductibles, Per Visit Co-payments, Prescription Drug Co-payments, Charges
In Excess Of Benefit Maximums, Charges In Excess Of Reasonable And Customary Fees And Non-Compliance Penalties Do Not Accumulate

Toward The Out-of-Pocket Maximum.

Any Maximums Which Are Stated In Dollar Amounts, Number Of Days Or Number Of Treatments And Which Limit Either The
Maximum Benefits Payable Or The Maximum Allowable Covered Expense Are The Combined Maximums Under The Tier I/Tier Il and Tier

111 Level Of Benefits.




PRESCRIPTION DRUG PLAN

RETAIL PRESCRIPTION PLAN

If obtained through the Prescription Drug Plan — 100% after satisfaction of applicable co-payment: - Per 30 day supply

Generic

$10

Formulary Brand

25% not less than $25 or more than $50

Non-Formulary Brand

25% not less than $40 or more than $100

MAIL ORDER PRESCRIPTION PLAN

If obtained through the Mail Order Prescription Drug Plan — 100% after satisfaction of applicable co-payment: - Per 90 day supply

Generic

$20

Formulary Brand

25% not less than $50 or more than $100

Non-Formulary Brand

25% not less than $80 or more than $200

PURCHASED OUTSIDE OF THE RETAIL OR MAIL ORDER
PRESCRIPTION PLANS

75% After the appropriate co-pay. Does not apply to the Out-of-Pocket
Maximum.

COVERAGE INCLUDES

COVERAGE EXCLUDES

Federal Legend Drugs Growth Hormone
AIDS Medications Diagnostic Agents
Insulin Rogaine
Diabetic Supplies Devices

Needles & Syringes

Smoking Cessation Products

Imitrex, vial & autoinjector (48 kits per year)

Vaccinations

Dexedrine to age 25

Anorexiants, Diet Drugs

Prenatal Vitamins

Life Style Drugs

Accutane to age 25

OTC Counterparts

Genetically Engineered Drugs

Cosmetic Drugs

Injectables

Injectable Fertility

Bee Sting Kits

Fertility Drugs

Contraceptives, including the patch, depo provera, injectables

Vitamins

LR K JE SR K SR SR SR L SR SR SE aE 4

RhoGAM

LR R R R R R R R R R SR L R

Children’s Vitamins

Expenses Related To Satisfaction Of The Individual Or Family Deductibles, Per Visit Co-payments, Prescription Drug Co-payments, Charges
In Excess Of Benefit Maximums, Charges In Excess Of Reasonable And Customary Fees And Non-Compliance Penalties Do Not Accumulate

Toward The Out-of-Pocket Maximum.

Any Maximums Which Are Stated In Dollar Amounts, Number Of Days Or Number Of Treatments And Which Limit Either The
Maximum Benefits Payable Or The Maximum Allowable Covered Expense Are The Combined Maximums Under The Tier I/Tier 1l and Tier

111 Level Of Benefits.




DENTAL SCHEDULE OF BENEFITS (Optional)

Calendar Year Maximum Benefit $1,500
For Preventive, Basic and Major Services

Calendar Year Deductible
Individual $50
Family $150

For Basic and Major Services. The Deductible does not apply to Preventive and Orthodontic Services .

Note: The Family Maximum includes covered expenses which are used to satisfy Deductibles for all family members combined.

Co-Insurance Factor

Preventive Services 100%

Basic Services 80%

Major Services 50%
Orthodontia*

Deductible N/A

Co-Insurance 50%

Lifetime Maximum $1,500

*Limited to Dependent Children under age 19

VISION SCHEDULE OF BENEFITS (Optional)

CALENDAR YEAR MAXIMUM-ALL SERVICES

$200

VISION EXAMINATION

100% After $20 Co-Pay

LENSES

100% After $20 Co-Pay

FRAMES

100% After $20 Co-Pay




PLAN PARTICIPATION

You must enroll for coverage under this Plan by obtaining an enrollment form from the Human
Resources Department. Complete the form in full, sign and return it promptly to the Human Resources
Department.

ELIGIBLE EMPLOYEES

All full-time employees who are regularly scheduled to work at least 30 hours per week (and other
eligible members as determined by the County Board).

Employees who have retired in accordance with the provisions of the County’s retiree health insurance
program or in accordance with the provisions of the Illinois Municipal Retirement Fund (IMRF).

Retirees — any coverage shown in the Schedule of Benefits you may have during retirement will be
continued provided required contributions are made.

WHEN EMPLOYEES BECOME ELIGIBLE

WAITING PERIOD

A “Waiting Period” is the time between the first day of employment and the first day of coverage under
the Plan. The waiting period is counted in the Pre-Existing Condition Limitation time.

ENROLLMENT DATE

The “Enrollment Date” is the first day of coverage or, if there is a waiting period, the first day of the
waiting period.

Nursing Home Employees--are eligible for coverage on the first of the month following six (6) months

of full-time
employment.

Nursing Home Supervisors--are eligible for coverage on the first day of the month following date of
hire. All Other Employees--are eligible for coverage on the first day of the month following date of hire.

If you return from a leave of absence which qualifies under the Family and Medical Leave Act (FMLA)
or the Victims' Economic Security and Safety Leave (VESSA) and you chose not to retain health
coverage under this Plan during such leave, your coverage will be reinstated upon return from such
leave, without any waiting period if you previously satisfied any applicable waiting period.

EMPLOYEE EFFECTIVE DATE OF COVERAGE

Your coverage begins on the date on which you become eligible for Plan benefits provided you have
completed an enrollment form and make any required contributions.

If you apply for coverage on or before your eligibility date, or within thirty-one (31) days after your
original enrollment date, your coverage will begin on your original eligibility date.
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If you terminate your employment, for any reason, during your eligibility waiting period and are
subsequently re-employed, you must complete the same eligibility waiting period as applied to a new
employee. This requirement applies to both you and your eligible dependents.

LATE ENROLLMENT

“Late Enrollee” means an individual who enrolls under the Plan other than during the first thirty-one
(31) day period in which the individual is eligible to enroll under the Plan or during a Special
Enrollment Period.

If you do not apply for coverage within thirty-one (31) days of the date you become eligible, or during a
Special Enrollment Period, or if you previously elected to end your coverage in the Plan, you may apply
for coverage during the annual enrollment period in November and the effective date of coverage will be
December 1st, or at any time and the effective date of coverage will be six (6) months following the date
you complete an enrollment form and make any required contributions; you will be subject to the Pre-
Existing Conditions Limitations for Late Enrollees.

If an individual loses eligibility for coverage as a result of terminating employment or a general
suspension of coverage under the Plan, then upon becoming eligible again due to resumption of
employment or due to resumption of Plan coverage, only the most recent period of eligibility will be
considered for purposes of determining whether the individual is a Late Enrollee.

The time between the date a Late Enrollee first becomes eligible for enrollment under the Plan and the
first day of coverage as a Late Enrollee is not treated as a waiting period and therefore, is not counted in
the Pre-Existing Condition Limitation time.

EMPLOYEES WHO ARE NOT ELIGIBLE

Temporary and Seasonal employees.

Part-time employees - those who are regularly scheduled to work less than 30 hours per week.

WHEN EMPLOYEES CEASE TO BE ELIGIBLE

All Plan coverage will terminate on the earliest of the following dates:

The end of the month following the date your employment terminates.

The end of the month following the date you cease to be in a class of employees eligible for coverage.
The end of the month following the date you cease to be an eligible employee.

The end of the period for which you made any required contributions, if you fail to make any further
required contributions.

The date the Plan is terminated.

The date you enter the armed forces of any country on a full-time active duty basis.
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If you are absent from work due to an approved leave of absence, other than a Family and Medical
Leave Act leave, or the Victims' Economic Security and Safety Act leave, coverage will continue as
long as required contributions are made and the Plan Administrator has approved the leave of absence.

If you are absent from work due to a temporary layoff, coverage will terminate the last day of the month
following the temporary layoff.

If you are absent from work due to a disability, coverage will continue as long as required contributions
are made and the Plan Administrator has approved the disability leave.

This Plan intends to comply with the provisions of the Family and Medical Leave Act (FMLA) and the
Victims' Economic Security and Safety Leave Act.

Refer to the section entitled COBRA for information regarding continued coverage after you cease to be
eligible under the Plan.

The Employer or Plan has the right to rescind any coverage of the Retiree and/or Dependent for cause,
making a fraudulent claim or an intentional material misrepresentation in applying for or obtaining
coverage, or obtaining benefits under the Plan. The Employer or Plan may either void coverage for the
covered Retirees and/or covered Dependent for the period of time coverage was in effect, may terminate
coverage as of a date to be determined at the Plan’s discretion or may immediately terminate coverage.
If coverage is to be terminated or voided retroactively for fraud or misrepresentation, the Plan will
provide at least 30 days advance written notice of such action. The Employer will refund all
contributions paid for any coverage rescinded; however, claims paid will be offset from this amount.
The Employer reserves the right to collect additional monies if claims are paid in excess of the Retiree’s
and/or Dependent’s paid contributions.

FAMILY MEDICAL LEAVE ACT (FMLA)

If a Covered Employee ceases active service due to a Company approved Family Medical Leave of
absence in accordance with the requirements of Public Law 103-3 (or in accordance with any state or
local law which provides a more generous medical or family leave and requires continuation of coverage
during leave), coverage will be continued under the same terms and conditions which would have been
provided had the Covered Employee continued active service.

If the Covered Employee does not return to active service after the approved Family Medical Leave or if
the Covered Employee has given the employer notice of intent not to return to active service during the
leave, or if the Covered Employee has exhausted the applicable twelve (12) or twenty-six (26) week
FMLA leave entitlement period, coverage may be continued under the Continuation of Coverage
(COBRA) provision of this Plan, provided the Covered Employee elects to continue under the COBRA
provision. Continuation of Coverage (COBRA) will be provided only if the following conditions have
been met:

1. the Covered Employee or Covered Dependent was covered under this Plan on the day before the
FMLA leave began or becomes covered during the FMLA leave; and

2. the Covered Employee does not return to active service after an approved FMLA leave; and
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3. without COBRA, the Covered Employee or Covered Dependent would lose coverage under this
Plan.

However, these conditions do not entitle a Covered Employee to COBRA if the Company eliminates, on
or before the last day of the Covered Employee's FMLA leave, coverage under this Plan for the class of
Employees (while continuing to employ that class of Employees) to which the Covered Employee would
have belonged if the Covered Employee had not taken FMLA leave.

Continuation of Coverage (COBRA) will become effective on the last day of the FMLA leave as
determined below:

1. the date a Covered Employee fails to return to active service after an approved family medical leave;
2. the date the Covered Employee informs the Company of intent not to return to active service; or

3. the date a Covered Employee exhausts the applicable twelve (12) or twenty-six (26) week FMLA
leave entitlement period and does not return to active service.

The Covered Employee will be totally responsible for the contributions during the COBRA continuation
if elected. Coverage continued during a family or medical leave will not be counted toward the
maximum COBRA continuation period.

If a Covered Employee declines coverage during the FMLA leave period or if the Covered Employee
elects to continue coverage during the family or medical leave and fails to pay the required
contributions, the Covered Employee is still eligible under the Continuation of Coverage (COBRA)
provision at the end of the FMLA leave. COBRA continuation will become effective on the last day of
the FMLA leave.

The pre-existing conditions limitation will not apply if a Covered Employee does not experience a break
in coverage of sixty- three (63) days or more (defined as a “significant break in coverage”). The Covered
Employee will be totally responsible for the contributions during the COBRA continuation if elected,
however, the covered employee is not required to pay any unpaid contributions for the time coverage
had lapsed during the leave.

If a Covered Employee voluntarily terminates coverage under this Plan during the FMLA leave or if
coverage under this Plan was terminated during an approved family medical leave due to non-payment
of required contributions by the employee and the employee returns to active service immediately upon
completion of that leave, coverage will be reinstated as if the employee remained in active service
during the leave, including dependent coverage, without having to satisfy any waiting period, pre-
existing conditions, limitations or evidence of good health provisions of this Plan, provided the
employee makes any necessary contribution and enrolls for coverage within thirty-one (31) days of the
return to active service.

VICTIMS' ECONOMIC SECURITY AND SAFETY LEAVE (VESSA)

If a Covered Employee ceases active service due to a Company approved Victims' Economic Security
and Safety Leave of absence, coverage will be continued under the same terms and conditions which
would have been provided had the Covered Employee continued active service.
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If the Covered Employee does not return to active service after the approved VESSA or if the Covered
Employee has given the employer notice of intent not to return to active service during the leave, or if
the Covered Employee has exhausted the maximum VESSA leave entitlement period, coverage may be
continued under the Continuation of Coverage (COBRA) provision of this Plan, provided the Covered
Employee elects to continue under the COBRA provision. Continuation of Coverage (COBRA) will be
provided only if the following conditions have been met:

1. the Covered Employee or Covered Dependent was covered under this Plan on the day before the
VESSA leave began or becomes covered during the VESSA leave; and

2. the Covered Employee does not return to active service after an approved VESSA leave; and

3. without COBRA, the Covered Employee or Covered Dependent would lose coverage under this
Plan.

However, these conditions do not entitle a Covered Employee to COBRA if the Company eliminates, on
or before the last day of the Covered Employee's VESSA leave, coverage under this Plan for the class of
Employees (while continuing to employ that class of Employees) to which the Covered Employee would
have belonged if the Covered Employee had not taken VESSA leave.

Continuation of Coverage (COBRA) will become effective on the last day of the VESSA leave as
determined below:

1. the date a Covered Employee fails to return to active service after an approved leave;
2. the date the Covered Employee informs the Company of intent not to return to active service; or

3. the date a Covered Employee exhausts the maximum VESSA leave entitlement period and does not
return to active service.

The Covered Employee will be totally responsible for the contributions during the COBRA continuation
if elected. Coverage continued during a family or medical leave will not be counted toward the
maximum COBRA continuation period.

If a Covered Employee declines coverage during the VESSA leave period or if the Covered Employee
elects to continue coverage during the leave and fails to pay the required contributions, the Covered
Employee is still eligible under the Continuation of Coverage (COBRA) provision at the end of the
VESSA leave. COBRA continuation will become effective on the last day of the VESSA leave.

The pre-existing conditions limitation will not apply if a Covered Employee does not experience a break
in coverage of sixty- three (63) days or more (defined as a “significant break in coverage”). The Covered
Employee will be totally responsible for the contributions during the COBRA continuation if elected,
however, the covered employee is not required to pay any unpaid contributions for the time coverage
had lapsed during the leave.

If a Covered Employee voluntarily terminates coverage under this Plan during the VESSA leave or if
coverage under this Plan was terminated during an approved VESSA leave due to non-payment of
required contributions by the employee and the employee returns to active service immediately upon
completion of that leave, coverage will be reinstated as if the employee remained in active service
during the leave, including dependent coverage, without having to satisfy any waiting period, pre-
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existing conditions, limitations or evidence of good health provisions of this Plan, provided the
employee makes any necessary contribution and enrolls for coverage within thirty-one (31) days of the
return to active service.

UNIFORMED SERVICES EMPLOYMENT AND REEMPLOYMENT RIGHTS ACT OF 1994
(USERRA)

The Uniformed Services Employment and Reemployment Rights Act of 1994 (USERRA)
established requirements that employers must meet for certain employees who are involved in the
uniformed services (defined below). In addition to the rights that you have under COBRA, you (the
Employee) are entitled under USERRA to continue the coverage that you (and your covered
Dependents, if any) had under the Medical and/or Dental Plan.

You Have Rights Under Both COBRA and USERRA

Your rights under COBRA and USERRA are similar but not identical. Any election that you make
pursuant to COBRA will also be an election under USERRA, and COBRA and USERRA will both
apply with respect to the continuation coverage elected. If COBRA and USERRA give you (or your
covered spouse or dependent children) different rights or protections, the law that provides the greater
benefit will apply.

Definitions

“Uniformed Services” means the Armed Forces, The Army National Guard, and the Air National
Guard when engaged in active duty for training, inactive duty training, or full-time National Guard duty
(i.e., pursuant to orders issued under federal law), the commissioned corps of the Public Health Service,
and any other category of persons designated by the President in time of war or national emergency.

“Service in the uniformed services” or “service” means the performance of duty on a voluntary or
involuntary basis in the uniformed services under competent authority, including active duty, active
duty for training, initial active duty for training, inactive duty training, full-time National Guard duty,
a period for which a person is absent from employment for an examination to determine his or her
fitness to perform any of these duties, and a period for which a person is absent from employment to
perform certain funeral honors duty. It also includes certain service by intermittent disaster-
response personnel of the National Disaster Medical System.

Duration of USERAA Coverage

General Rule: Twenty-four (24) month maximum. When a Covered Employee takes a leave for
service in the uniformed services, USERRA coverage for the Employee (and covered dependents for
whom coverage is elected) begins the day after the Employee (and covered dependents) lose coverage
under the Plan, and it can continue for up to twenty-four (24) months. However, USERRA coverage will
end earlier if one of the following events takes place:

1. A premium payment is not made within the required time;

2. You fail to return to work within the time required under USERRA (see below) following the
completion of your service in the uniformed services; or

3. You lose your rights under USERRA as a result of a dishonorable discharge or other conduct
specified in USERRA.
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Returning to Work: Your right to continue coverage under USERRA will end if you do not notify the
Company of your intent to return to work within the time required under USERRA following the
completion of your service in the uniformed services by either reporting to work (if your uniformed
services was for less than thirty-one [31] days) or applying for reemployment (if your uniformed
services was for more than thirty [30] days). The time for returning to work depends on the period of
uniformed services, as follows:

Period of Return-to Work Requirement

Less than 31 days The beginning of the first regularly scheduled work

period on the day following the completion of your service, aft
allowing for safe travel home and an eight- hour rest period, or
that is unreasonable or impossible through no fault of your own,

so0n as is possible.

More than 30 days but less than 181 days Within 14 days after completion of your service or, if that
is unreasonable or impossible through no fault of your own,
the first day on which it is possible to do so.

Period of Return-to Work Requirement
More than 180 days Within 90 days after completion of your service.
/Any period if for purposes of an examination for fitness | The beginning of the first regularly scheduled work
To perform uniformed service period on the day following the completion of your service, after,

allowing for safe travel home and an eight- hour rest period, or if
that is unreasonable or impossible through no fault of your own,
as soon as is possible.

/Any period if you were hospitalized for or are Same as above (depending on length of service period)
convalescing from an injury or illness incurred or except that time periods begin when you have recovered from
laggravated as a result of your service your injuries or illness rather than upon completion of your

service. Maximum period for recovering is limited to two years,
but the two-year period may be extended if circumstances
beyond your control make it impossible or unreasonable for you
to report to work within the above time periods.

COBRA and USERRA coverage are concurrent. This means that COBRA coverage and USERRA
coverage begin at the same time. However, COBRA coverage can continue for up to eighteen (18)
months (it may continue for a longer period and is subject to early termination, as described in the
COBRA section. In contrast, USERRA coverage can continue for up to twenty-four (24) months, as
described above.

Premium Payments for USERRA Continuation Coverage

If you elect to continue your health coverage (or your spouse or your dependent children’s coverage)
pursuant to USERRA, you will be required to pay one hundred two percent (102%) of the full
premium for the coverage elected (the same rate as COBRA). However, if your uniformed service
period is less than thirty-one (31) days, you are not required to pay more than the amount that you pay as
an active employee for that coverage.

Questions

If you have any questions regarding this information or your rights to coverage, you should contact
your Human Resources Department.

16



Reinstatement of Coverage

When coverage under this Plan is reinstated, all provisions and limitations of this Plan will apply to the
extent that they would have applied if you had not taken military leave and your coverage had been
continuous under this Plan. The eligibility waiting period will be waived and the pre-existing
condition limitation will be credited as if you had been continuously covered under this Plan from
your original effective date. (This waiver of limitations does not provide coverage for any illness or
injury caused by or aggravated by your military service, as determined by the VA. For complete
information regarding your rights under the Uniformed Services Employment and Reemployment Rights
Act, contact your employer).

GINA

“GINA” prohibits group health plans, issuers of individual health care policies, and employers from discriminating on the
basis of genetic information.

The term “genetic information” means, with respect to any individual, information about:

1. Such individual’s genetic tests;
2. The genetic tests of family members of such individual; and
3. The manifestation of a disease or disorder in family members of such individual.

The term “genetic information” includes participating in clinical research involving genetic services. Genetic tests would
include analysis of human DNA, RNA, chromosomes, proteins, or metabolite that detect genotypes, mutations, or
chromosomal changes. Genetic information is a form of Protected Health Information (PHI) as defined by and in accordance
with the Health Insurance Portability and Accountability Act of 1996 (HIPAA), and is subject to applicable Privacy and
Security Standards.

Family members as it relates to GINA include dependents, plus all relatives to the fourth degree, without regard to whether
they are related by blood, marriage, or adoption. Underwriting as it relates to GINA includes any rules for determining
eligibility, computing premiums or contributions, and applying preexisting conditions. Offering reduced premiums or other
rewards for providing genetic information would be impermissible underwriting.

GINA will not prohibit a health care Provider who is treating an individual from requesting that the patient undergo genetic
testing. The rules permit the Plan to obtain genetic test results and use them to make claims payment determinations when it
is necessary to do so to determine whether the treatment provided to the patient was medically advisable and/or necessary.

The Plan may request, but not require, genetic testing in certain very limited circumstances involving research, so long as the
results are not used for underwriting, and then only with written notice to the individual that participation is voluntary and
will not affect eligibility for benefits, premiums or contributions. In addition, the Plan will notify and describe its activity to
the Health and Human Services secretary of its activities falling within this exception.

While the Plan may collect genetic information after initial enrollment, it may not do so in connection with any annual
renewal process where the collection of information affects subsequent enroliment. The Plan will not adjust premiums or
increase group contributions based upon genetic information, request or require genetic testing or collect genetic information
either prior to or in connection with enrollment or for underwriting purposes.

ELIGIBLE DEPENDENTS

Your legal spouse---See definition of "Spouse".
Your Civil Union Partner---See definition of “Civil Union Partner”.

Your unmarried dependent children under age nineteen (19) ---See definition of "Child".
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Your Dependent Children under age twenty-six (26) who are not eligible to participate in any other

employer sponsored group health coverage (their own employer or a spouse’s employer) --- See
definition of "Child.

A child who is under age eighteen (18) when he is placed with you for adoption and for whom you have
assumed and retained a legal obligation for total or partial support in anticipation of adoption of such
child.

A child you must cover due to a Qualified Medical Child Support Order (QMCSO) subject to the
conditions and limits of the law.

Your unmarried Disabled Children over age twenty-six (26) if such Children were Disabled prior to
attaining age twenty-six (26). You must provide satisfactory proof of each Child's incapacity and
Dependency within thirty-one (31) days after the Child’s twenty-sixth (26th) birthday. Continuing proof
of disability and Dependency will be required periodically.

Anyone who is eligible for coverage as an employee will not be eligible for coverage as both an
employee and as a dependent. Dependent children may not be covered by more than one employee.

If both parents are covered employees and the spouse carrying dependent coverage terminates coverage
under the Plan, dependent coverage can be transferred to the spouse who remains covered by the Plan
provided the employee continues to be an eligible employee. If both a husband and wife are covered
employees and one terminates coverage with the Plan, he or she may be covered as a dependent under
the remaining spouse's coverage.

If both partners in a Civil Union are covered employees and the partner carrying dependent coverage
terminates coverage under the Plan, dependent coverage can be transferred to the partner who remains
covered by the Plan provided the employee continues to be an eligible employee. If both partners are
covered employees and one terminates coverage with the Plan, he or she may be covered as a dependent
under the remaining partner's coverage.

Extended Dependent Age Coverage

An additional category for dependent coverage has been added to the Plan due to the enactment of
lllinois Public Act 95- 0958.

Unmarried military veteran dependent Children over age twenty-six (26) but under the age of thirty (30)
who are not enrolled as a full-time student are eligible, residency requirement with the Employee is not
required but the dependent must be a resident of Illinois.

In addition military veteran dependent Children must have:

o Served in the active or reserve components of the U.S. Armed Forces, including the National Guard,;

« Received a release or discharge other than a dishonorable discharge; and

e Submitted proof of service using a DD2-14 (Member 4 or 6) form, otherwise known as a “Certificate
of Release or Discharge from Active Duty”.

The Plan will allow enrollment for these eligible dependents during the Plan’s annual enrollment
period. For Plans that do not have an annual enrollment period, enroliment will be allowed during the
thirty (30) day period immediately prior to the Plan’s renewal date. To be added during this time, eligible
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dependents may need to meet a requirement of ninety (90) days of continuous coverage without a break
in coverage of more than sixty-three (63) days.

QUALIFIED MEDICAL CHILD SUPPORT ORDER (QMCSO)

If a Qualified Medical Child Support Order is issued for a Plan Participant’s child, that child will be
eligible for coverage as required by the order and the Plan Participant will not be considered a Late
Entrant for Dependent coverage.

A description of the QMCSO procedures is available from the Plan Administrator upon request, free of
charge.

SPECIAL ENROLLMENT PERIODS

In certain circumstances, you or your dependent may be eligible to enroll in the Plan outside the initial
enrollment period or an annual enrollment period. In other words, you may enter the Plan during a
“Special Enrollment Period.” This section explains how an individual may be eligible for Special
Enroliment rights.

The enrollment date for anyone who enrolls under a Special Enrollment Period is the first date of
coverage. Thus, the time between the date a Special Enrollee first becomes eligible for enrollment
under the Plan and the first day of coverage is not treated as a waiting period and, therefore, is not
counted in the Pre-Existing Condition Limitation time.

1. Individual losing other coverage. = An Employee (or Dependent) who is eligible, but not
enrolled in this Plan, may enroll if each of the following conditions is met:

a. The Employee (or Dependent) was covered under a group health plan or had health insurance
coverage at the time coverage under this Plan was previously offered to the individual.

b. If required by the Plan Administrator, the Employee stated in writing at the time that coverage
was offered that the other health coverage was the reason for declining enrollment.

c. The coverage of the Employee (or Dependent) was terminated as a result of loss of
eligibility (including legal separation, divorce, death, termination of employment, or reduction
in the number of hours of employment), and no COBRA was elected, or the coverage was
provided through COBRA and the COBRA coverage was exhausted, or employer contributions
toward the coverage were terminated.

d. The Employee requests enrollment in this Plan not later than thirty-one (31) days after the
date of exhaustion of COBRA coverage or the termination of coverage or employer
contributions, described above.

If the Employee (or Dependent) lost the other coverage as a result of the individual’s failure to pay
premiums or for cause (such as making a fraudulent claim), that individual does not have a Special
Enrollment right.

2. Dependent beneficiaries. If:
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a. The Employee is a participant under this Plan (or has met the waiting period applicable to
becoming a participant under this Plan and is eligible to be enrolled under this Plan but for a
failure to enroll during a previous enrollment period), and

b. A person becomes a Dependent of the Employee through marriage, Civil Union, birth,
adoption or placement for adoption

then the Dependent (and if not otherwise enrolled, the Employee) may be enrolled under this Plan as a
covered Dependent of the covered Employee. In the case of the birth or adoption of a child, the Spouse
of the covered Employee may be enrolled as a Dependent of the covered Employee if the Spouse is
otherwise eligible for coverage.

The Dependent Special Enrollment Period is a period of thirty-one (31) days and begins on the date of
the marriage, Civil Union, birth, adoption or placement for adoption.

The coverage of the Dependents enrolled in the Special Enrollment Period will become effective:

e In the case of marriage, not later than the first day of the first month beginning after the date the
completed request for enrollment is received,

e Inthe case of a Civil Union, as of the date of the Civil Union; or
e Inthe case of a Dependent’s birth, as of the date of the birth; or

e In the case of a Dependent’s adoption or placement for adoption, the date of the adoption or
placement for adoption.

3. Children’s Health Insurance Program Reauthorization Act of 2009. An Employee (or Dependent) who is eligible,
but not enrolled in this Plan, may enroll if:

a. The Employee or Dependent was covered under Medicaid or the Children’s Health Insurance
Program at the time coverage under this Plan was previously offered to the individual; and

The Employee or Dependent loses eligibility for Medicaid or the Children’s Health Insurance
Program; and

The Employee or Dependent requests enrollment in this Plan not later than sixty (60) days after
the date Medicaid or the Children’s Health Insurance Program coverage ends; or

b. The Employee or Dependent has declined enrollment for himself or Dependent and later
becomes eligible for a premium assistance subsidy for group health coverage through Medicaid
or the Children’s Health Insurance Program; and

The Employee or Dependent requests enrollment in this Plan not later than sixty (60) days after
the date of eligibility determination for a premium assistance subsidy for group health coverage
through Medicaid or the Children’s Health Insurance Program.

Coverage will become effective not later than the first day of the first month beginning after the date
the completed request for enrollment is received.
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DEPENDENTS EFFECTIVE DATE OF COVERAGE

You must enroll your Dependents for coverage under this Plan by completing an enrollment form
and authorizing any required contributions.

Dependent coverage begins on the date on which you become eligible for Plan benefits.

If you apply for Dependent coverage on or before your eligibility date, or within thirty-one (31) days
after your original eligibility date, coverage for your Dependents will begin on your original eligibility
date.

If you acquire a Dependent after your original effective date of coverage, you must make written
application for coverage for that Dependent within thirty-one (31) days of the date of the marriage,
Civil Union, birth or adoption. If you apply for coverage for a Dependent within thirty-one (31)
days following the date you acquire such Dependent, coverage for that Dependent will begin on the
date of the marriage, Civil Union, birth or adoption.

If you do not apply for coverage within thirty-one (31) days after the date you become eligible, or
thirty-one (31) days after the date you acquire your first eligible dependent, or during a Special
Enrollment Period, or if you previously elected to end Dependent coverage in the Plan, you may apply
for coverage during the annual enrollment period in November and the effective date of coverage
will be December 1st, or at any time; however, the dependent will be subject to the Pre-Existing
Conditions Limitations for Late Enrollees. The effective date of coverage will be six (6) months
following the date you complete an enrollment card and make any required contributions.

A newborn child will automatically be covered at birth for thirty-one (31) days. For coverage to
continue beyond thirty-one (31) days, you must notify the Company of the birth and authorize any
required contributions. If notification and required contributions are not made, coverage for the
newborn child will terminate at the end of the thirty-one (31) day period. Submission of a medical
claim is not considered notification for continuation of coverage.

WHEN DEPENDENTS CEASE TO BE ELIGIBLE

All Plan coverage will terminate on the earliest of the following dates:

In the case of all your Dependents, the date your coverage terminates or the Dependent ceases to be a
Dependent as defined in this Plan.

In the case of your Spouse, when you are legally separated or divorced.

In the case of your Civil Union Partner, when your Civil Union is legally dissolved.

In the case of a Dependent Child, attaining age twenty-six (26) or becoming eligible to participate in any
other employer sponsored group health coverage (their own employer or a spouse’s employer),
whichever occurs first.

In the case of a Dependent Child who is an unmarried military veteran, residing in Illinois, attaining age
thirty (30).
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In the case of a Disabled Child, when the Dependent is no longer disabled or dependent upon you for
support. The date the Dependent Coverage is discontinued under the Plan.

The date the Dependent becomes covered as an employee.

The date the Dependent enters the armed forces of any country on a full-time active duty basis.

The end of the period for which you made any required contributions, if you fail to make any further
required contributions.

Refer to the section entitled COBRA for information regarding continued coverage after a Dependent
ceases to be eligible under the Plan. NOTE: A Civil Union Partner is not eligible for COBRA.

The Employer or Plan has the right to rescind any coverage of the Retiree and/or Dependent for cause,
making a fraudulent claim or an intentional material misrepresentation in applying for or obtaining
coverage, or obtaining benefits under the Plan. The Employer or Plan may either void coverage for the
covered Retirees and/or covered Dependent for the period of time coverage was in effect, may terminate
coverage as of a date to be determined at the Plan’s discretion or may immediately terminate coverage.
If coverage is to be terminated or voided retroactively for fraud or misrepresentation, the Plan will
provide at least 30 days advance written notice of such action. The Employer will refund all
contributions paid for any coverage rescinded; however, claims paid will be offset from this amount.
The Employer reserves the right to collect additional monies if claims are paid in excess of the Retiree’s
and/or Dependent’s paid contributions.

PRE-EXISTING CONDITION LIMITATION PROVISION & CREDITABLE COVERAGE

A Pre-Existing Condition is a condition for which medical advice, diagnosis, care or treatment was
recommended or received within six (6) months of the person’s enrollment date. For these purposes,
Genetic Information is not a condition. Treatment includes receiving services and supplies,
consultations, diagnostic tests, or prescribed medicines. In order to be taken into account, the medical
advice, diagnosis, care, or treatment must have been recommended by, or received from, a Physician.

Genetic Information means information about genes, gene products and inherited characteristics that
may derive from an individual or a family member. This includes information regarding carrier status
and information derived from laboratory tests that identify mutations in specific genes or chromosomes,
physical medical examinations, family histories and direct analysis of genes or chromosomes.

Benefits are not payable for expenses related to a Pre-Existing Condition unless the expense is incurred
more than twelve (12) consecutive months from the Enrollment Date.

The period of the Pre-Existing Condition Limitation must be reduced by the number of days of
“Certified Creditable Coverage” an individual has as of the Enrollment Date. The Plan is required to
credit periods of previous coverage toward a Pre-Existing Condition period. Therefore, the length of a
Pre-Existing Condition Limitation may be reduced or eliminated if an eligible person has Creditable
Coverage from another health plan. To receive credit for periods of previous coverage, an eligible
individual must not experience a break in coverage of sixty-three (63) days or more (defined as a
“significant break in coverage”). Waiting periods are not considered breaks in coverage. Days in a
waiting period are not Creditable Coverage.

22



An eligible person may request a certificate of Creditable Coverage from his prior plan. The Certificate
of Creditable Coverage will enable the Plan to determine whether the Pre-Existing Condition Limitation
will be reduced or eliminated. The Employer will assist any eligible person in obtaining a certificate of
Creditable Coverage from a prior plan.

If, after Creditable Coverage has been taken into account, there will still be a Pre-Existing Conditions
Limitation imposed on an individual, that individual will be so notified.

A person may request a certificate of Creditable Coverage from the Plan by requesting such certificate in writing from the
Claims Administrator. No certificate shall be issued by the Plan if requested more than twenty-four (24) months from the
date coverage under the Plan terminated.

The Pre-Existing Condition Limitation does not apply to:
+ Pregnancy;

+ To a newborn child within thirty-one (31) days of birth who is covered under Creditable Coverage,
or

+ To a child who is adopted or placed for adoption before attaining age eighteen (18) and who, as of
the last day of the thirty-one (31) day period beginning on the date of the adoption or placement for
adoption, is covered under Creditable Coverage;

+ The Pre-Existing Condition Limitation does not apply to a Covered Person less than nineteen (19)
years of age.

+ Employees and covered Dependents of Employees who are returning from a leave which qualifies
under the Family and Medical Leave Act (FMLA) and chose not to retain coverage under the Plan
during the leave.

The prohibition on exclusion for newborn, adopted, or pre-adopted children does not apply to an

individual after the end of the first sixty-three (63) day period during all of which the individual was not
covered under any Creditable Coverage.
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PREFERRED PROVIDER ORGANIZATION (PPO)

Certain Hospitals and Physicians may participate in a PPO Network. PPO providers have entered into an
agreement to provide services at a discounted fee arrangement. The PPO offers access to quality health
care services by conveniently located providers at substantial savings to the Covered Persons. Each
Covered Person is responsible for verifying a provider’s network membership status prior to each and
any service to ensure the claim is covered at the higher benefit level. If your current providers are not
participating in the PPO Network, ask your providers to contact the Network for an application for
participation or, you can nominate the provider on the Network’s website or call their provider referral
department. The PPO Network can only provide the names, addresses, and phone numbers of
participating providers; they cannot pre-certify a procedure or verify eligibility or benefits. A list of the
Hospitals and Physicians participating in the PPO is also available through the internet or by calling the
provider network that is listed on the ID card. A list may also be obtained free of charge from the Plan
Administrator.

A Covered Person has freedom of choice in selecting a health care provider; however, there are benefit
differences depending on whether services are rendered by a Network provider or by a Non-Network
provider. These differences are shown on the Schedule of Benefits.

If a Covered Person is located in an area where Network providers are not available, the Non -Network
benefits will apply.

If a Covered Person requires treatment for an accident or medical emergency, as defined, benefits for the
initial treatment by a Non-Network provider will be paid as shown on the Schedule of Benefits.

If charges are incurred for services performed by a Non-Network provider which the patient did not
have the option to choose, which relate to:

+ A Network Confinement;
¢ A Network Out-Patient Procedure; or
+ A Network Physician/Office Visit,

(i.e., Assistant Surgeon, Anesthesia, Independent Lab, Pathology & X-Ray, etc.) benefits will be paid as shown on the
Schedule of Benefits.

Should you choose a provider that is participating in the PPO network, that provider will discount fees
charged for the services rendered. Such discounts will be identified on your Explanation of Benefits
(EOB). The discounts offered by the participating providers will be credited to your billing record.
Should you ever be billed by a PPO provider for the discounts, notify the Claims Administrator who will
then contact the provider for the appropriate adjustment.

IMPORTANT
The requirements of the Utilization Review program described herein must be followed in order to

receive full benefits under the Plan, whether a Network or Non-Network provider is used. In addition,
when using a Network provider, benefits must be assigned to that provider.
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UTILIZATION REVIEW PROGRAM

This Plan has implemented a program of Utilization Review so that you understand the medical
necessity of a proposed Hospital confinement, surgery, or other care recommended by your Physician.
The Utilization Review Service is staffed by medical professionals who consult with you and your
Physician to determine the type of care required, the appropriate setting for such care, and quality, yet
cost effective care for your condition.

Prior to receiving treatment for any of the services listed below, please contact the Utilization
Review Manager as shown on your ID card. You must call at least 72 hours prior to an elective
procedure or admission and no later than 72 hours after an emergency procedure or admission.
Failure to obtain pre-certification may result in a reduction of benefits as stated above.

ALL BENEFITS PROVIDED BY THIS PLAN FOR THE CARE LISTED BELOW ARE SUBJECT
TO THE REQUIREMENTS OF THIS SECTION:

All Hospitalizations

Transplant Services (including transplant evaluation)
Inpatient Rehabilitation Facility Stays

All Substance Abuse Treatment

All Mental Disorder Treatment

Skilled Nursing Facility Stays

Home Health Care

Hospice Care

Physical Therapy (PT)

Dialysis

Speech Therapy (ST)

Occupational Therapy (OT)

Cardiac Rehabilitation Therapy

Outpatient Surgery

Chemotherapy & Radiation Therapy

Durable Medical Equipment Costing Over $500
Pre-natal and Maternity Care

MRI & CT Scans

Pre-Certification is not a guarantee of benefits, eligibility, payment, nor is it a medical treatment decision or advice. The
program is not designed to be the practice of medicine or to be a substitute for the medical judgment of the attending
Physician or other Health Care Provider.

PRE-ADMISSION REVIEW

For Non-Emergency Hospital Admissions or Care:

A pre-admission authorization is required at least seventy-two (72) hours prior to admission to a hospital
as a bed patient. You, a member of your family, your physician or the hospital must call the Utilization
Review Service whenever a hospital admission is recommended.

The Utilization Review Service will evaluate your planned treatment based upon the diagnosis provided

by your physician and established standards for medical care. After consultation with your physician the
Utilization Review Service will provide authorization to you, the hospital, and the Claims Administrator.
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The Utilization Review Service's authorization does not verify eligibility or benefits. Questions
regarding eligibility or benefits must be directed to the Claims Administrator.

For Emergency Hospital Admissions or Care:

"Emergency Hospital Admission” means an admission for hospital confinement which, if delayed,
would result in disability or death.

In case of an emergency hospital admission or care, you, your physician, the provider or a member of
your immediate family must inform the Utilization Review Service of the admission, by telephone,
within seventy-two (72) hours after such admission or care.

The Utilization Review Service must be informed of:

Provide the name and date of birth of the patient

Provide the name, Plan, id number, address and phone number of the employee

Provide the name and phone number of the facility where the services will be performed

Provide the name and phone number of the doctor ordering the services

Give a brief explanation to the RN of what service is being done and why

Write down the reference number that the RN gives to you and present it when you go for the
services

* & & & o o

CONTINUED STAY REVIEW

Before your scheduled discharge the Utilization Review Service will call the hospital and your physician
to confirm your discharge. If additional days of confinement are required because of complications or
other medical reasons, the Utilization Review Service will again evaluate the treatment and diagnosis in
consultation with your physician. This process will continue until you are discharged from the hospital.

If hospital charges are incurred by a Covered Person for a period of hospital confinement which has
NOT been authorized under the Continued Stay Review provisions, the eligible hospital charges for
such confinement will be limited to the charges incurred during the period of hospital confinement
initially authorized.

IF UTILIZATION REVIEW IS NOT USED

If hospital charges are incurred by a Covered Person for a period of hospital confinement and such
confinement has NOT been authorized by the Utilization Review Service as set out under the Pre-
Admission Review provisions, the penalty, as shown on the Schedule of Benefits, will apply.

THE NON-COMPLIANCE PENALTIES WILL NOT ACCUMULATE TOWARD THE
REQUIRED DEDUCTIBLE(S) OR TO THE OUT-OF-POCKET MAXIMUMS.

RETROSPECTIVE REVIEW
The Utilization Review Service will review and evaluate the medical records and other pertinent data of

an individual whose hospital stay, or a portion of his stay, was not authorized under the Pre-Admission
and/or Continued Stay Review provisions of the Plan.
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Requests for such review must be made by the attending physician or hospital and must define the
medical basis for the review.

Benefits will be limited to only those expenses incurred during the period of hospitalization which
would have been authorized. Benefits are not payable for expenses related to any period of hospital
confinement which is deemed not medically necessary.

VOLUNTARY SECOND SURGICAL OPINION BENEFIT

If your physician recommends non-emergency surgery, meaning surgery that can be postponed without
causing undue risk, the Plan will pay 100% after the Co-Pay for any necessary physician, x-ray or
laboratory expense incurred for a second surgical opinion (and a third opinion, if the second opinion
does not agree with the first opinion), with no deductible required, if:

+ The physician providing the second or third opinion is not associated with the physician who first
recommended surgery.

+ The physician providing the second or third opinion does not perform the surgery.
+ The second or third opinion is obtained before the recommended surgery.

+ The physician providing the second or third opinion is a Board Certified specialist in the appropriate
specialty.

+ The physician places the second or third opinion in writing.

An opinion confirming the advisability of surgery may provide greater peace of mind, and a non-
confirming opinion may provide an alternative non-surgical method of treatment for the medical
condition. If the patient does not use the Benefit, he will be passing up the chance to get additional
medical advice.

The Second Surgical Opinion Benefit DOES NOT apply to expenses incurred for or in connection with:

¢ Surgical procedures which are not covered under the Plan;

+ Minor surgical procedures that are routinely performed in a physician's office, such as incision and
drainage of an abscess or excision of benign lesions;

An opinion obtained more than three (3) months after a surgeon first recommended the elective surgical
procedure.

ALTERNATIVE TREATMENT OPTIONS

Alternative Treatment Options Coordinated by the Case Manager are covered. Once agreement has been
reached, the Case Manager will advise the Claims Administrator to reimburse for Medically Necessary
expenses as stated in the treatment plan, even if these expenses normally would not be paid by the Plan.
These exceptions to plan design are not establishing precedent. Each treatment plan is individually tailored
to a specific patient and should not be seen as appropriated or recommended for any other patient, even one

with the same diagnosis
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CASE MANAGEMENT SERVICES

Individual Case Management

Case Management is conducted to ensure that your course of treatment meets evidence based clinical
guidelines and is eligible for benefits under the Plan. These activities are conducted with a focus on patient
advocacy in compliance with applicable regulatory requirements.
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MEDICAL EXPENSE BENEFIT

To receive benefits under the Medical Expense Benefit, you must satisfy the Deductible amount shown
on the Schedule of Benefits. Once you have satisfied the Deductible, benefits are payable as shown on
the Schedule of Benefits.

THE DEDUCTIBLE AMOUNT

The Individual Deductible amount is shown on the Schedule of Benefits and is the total amount of
Covered Medical Expenses that you or your dependents must satisfy in a Calendar Year before you or
your dependents are eligible to receive the Medical Expense Benefit.

Co-payments do not apply toward satisfaction of the Deductible.

FAMILY DEDUCTIBLE

When Covered Family Members have satisfied the Family Deductible amount as shown on the Schedule
of Benefits in a Calendar Year (no person can contribute more than the Individual Deductible amount),
the Plan will not apply Medical Expense Deductibles to the remaining Covered Medical Expenses for all
Covered Family Members for that Calendar Year.

COMMON ACCIDENT DEDUCTIBLE

If two (2) or more Covered Family Members